Little is documented about the determinants of developmental outcomes for medi
hospital stimulation or parent training as opposed to a comprehensive intervention; and virtually all have excluded children who have suffered major neurological insults such as IVH. Exceptions include studies by Resnick, Eyler, Nilson, Eitzman, and Buciarelli (1987) , and Piper et al. (1986) , who included neurologically compromised infants.
Three controlled studies in the last decade examined the effectiveness of early sensorimotor therapy for infants at risk for developmental delays. Goodman et al. (1985) divided infants into high and low risk for motor problems based on an early assessment, and alternately assigned them to control and intervention groups. A program of weekly home visits began for the intervention group at 3 months of age. The results of this study indicated that the intervention group did not benefit from the intensive intervention. One methodological flaw with this study that was not discussed clearly in the report was the fact that infants in the control group who started to develop motor problems were removed from the control group and given intervention. This protocol might have resulted in those infants who could have demonstrated the efficacy of the intervention being removed from the analyses. Piper et al. (1986) randomly assigned 134 NICU graduates weighing < 1,500 grams and/or having serious medical factors (birth asphyxia, seizures, CNS dysfunction with abnormal EEG tracings) to one of two groups. The control group had routine follow-up and referral through their neonatal follow-up programs. The experimental group received this routine follow-up as well as physical therapy intervention on a weekly basis for first 3 months and a biweekly basis for the next 9 months. There were no significant differences between groups on any of the neurodevelopmental measures administered at 12 months. Regardless of treatment condition, the ELBW subjects (^ 750 grams) exhibited more problems across measures compared to their "heavier" counterparts. Palmer et al. (1988) randomly assigned 48 infants with mild and severe spastic diplegia to groups receiving either 12 months of physical therapy or 6 months of infant stimulation followed by 6 months of physical therapy. After 6 months of therapy, the infants in the physical therapy group had significantly lower scores on Bayley mental and motor scales and were less likely to walk. These differences persisted after 12 months of therapy. In addition, there were no significant differences in the number of infants with contracture or needing bracing, and the physical therapy group had lower mental development scores. The major difference between this study and the current study is the enrollment of children who already show motor problems, rather than those at risk for development of these problems.
Two highly intensive intervention studies produced somewhat conflicting results. Resnick et al. (1987) evaluated the effects of a multidisciplinary infant development program on LBW infants at 12 and 24 months of age and found significant differences favoring the experimental group on both physical and mental indices.
The Infant Health and Development Program (1990) conducted a series of longitudinal controlled studies contrasting multicomponent, state-of-the-art services with "no treatment" controls. They found significant IQ differences at 36 months for all infants except those with IQ scores lower than 70. Close examination revealed that the small number of medically fragile infants who were below 1,500 grams and/or neurologically involved (those who were not screened out at the beginning) failed to demonstrate comparable intervention effects to the higher birth weight, less fragile participants. This study supported the fact that further research in the intervention needs of the more medically involved premature infant population is needed.
Other than a study by Boyce, Smith, and Immel (1993) , there have been no published studies to date that examine parameters such as age-of-start in a controlled fashion with this population. There has been literature describing components of state-of-the-art intervention for families of infants with handicapping conditions (e.g., McDonnell & Hardman, 1988) , and the intervention tested in this study and that of Boyce et al. (1993) incorporated most of the recommended components (for review, see Saylor, Levkoff, & Elksnin, 1989) . One important contribution of this study is that it examined this issue in a population that was ethnically and socioeconomically more diverse than those in the Boyce et al. study.
At issue for this study were the effects and related costs of beginning intervention at difference ages for infants who have serious medical problems and who routinely spend up to 3 months in intensive care units. Lewit, Baker, Corman, and Shiono (1995) articulated the dollar cost of the disproportionate service needs of LBW infants. Enormous medical and educational costs related to their survival and subsequent health and development make this an important issue to consider in early intervention. Using methodology described by Goetze and Palmer (1995) , this study evaluated not only the impact of intervention but also its costs at the two proposed ages of start.
The primary purpose of this study was to examine the impact of age at start (3 months vs. 12 months adjusted age) for early intervention in a culturally and socioeconomically diverse sample of medically fragile premature infants. The second purpose was to follow their developmental progress longitudinally and to determine predictors of developmental outcome in this economically and ethically important population.
METHOD Participants
The sample was composed of 65 infants recruited from both urban and rural areas around a midsized Southeastern city with one of three tertiary care centers in its state. Subject recruitment began in October 1986 and was closed in October 1988. Evaluations were conducted from January 1987 through July 1995, when the oldest subjects had reached 8.5 years of age and youngest had reached 5.5 years.
Recruitment and Random Assignment
Infants qualified for participation in the research if they had been patients in the Neonatal Intensive Care Unit (NICU), if they had experienced intraventricular hemorrhage (IVH) or had a birth weight of less than 1,000 grams, and if they resided in the catchment area for treatment (60-mile radius). For purposes of assignment, severity of IVH was divided into mild (Grades I and II IVH) and severe (Grades III and IV IVH) categories.
Parents of eligible infants were contacted while the infant was still in the NICU, and subsequent telephone contact was made shortly after discharge. For each infant who met the study criteria, parents provided informed consent, including consent to participate in either the experimental or the control conditions, depending upon where they were placed by random assignment. They were reminded that they could withdraw from participation at any time. Infants with IVH were randomly assigned to treatment (Early) or control (Delayed) conditions by a roll of a four-sided die after stratification by severity of IVH (mild, Grade I or II, or severe Grade III or IV) and birth weight (< 1,000 g or > 1,000 g).
Attrition
A total of 68 subjects were originally enrolled and pretested in this project. Three subjects withdrew their consent to participate immediately after being pretested and were thus never meaningful participants in the study. The remaining 65 infants enrolled were still in the program for the first reassessment. Subsequently, 58 were seen for the third reassessment, 50 for the fifth reassessment, and 44 for the seventh reassessment. Of the 21 who were not available by the 90-month (seventh) reassessment, 4 died, 2 were lost when foster placement was repeatedly reassigned, 9 relocated without giving the project notice or address information, 5 repeatedly failed appointments or declined to participate, and 1 was not old enough to be tested. .00 "Effect size (ES) is defined here as the difference between the groups (Early minus Delayed) on the M scores, divided by the SD of the Delayed intervention group. Statistical analyses for these variables were based on a l test where those children or families possessing the trait or characteristic were scored 1, and those not possessing the trait were scored as 0.
Medical and Demographic Characteristics
two-parent than single-parent families (57 vs. 43%). Forty-one percent of the enrolled families were receiving public assistance. Only one variable differed significantly between the early and delayed intervention groups. There was a higher proportion of males in the early intervention group compared to the later intervention group (68 vs. 30%). Table II displays the comparisons for medical data of the early versus delayed intervention groups. In spite of stratification by birth weight and grade of "Effect size (ES) is defined here as the difference between the groups (Early minus Delayed) on the M scores, divided by the SD of the Delayed Intervention Group. 'Statistical analyses for these variables were based on a I test where those children or families possessing the trait or characteristic were scored I, and those not possessing the trait were scored as 0.
bleed, significant differences favoring the delayed intervention group were found. Specifically, the early intervention group had a lower gestational age and a higher rate of ROP (Retinopathy of Prematurity). Other potentially important (clinically but not statistically significant) medical variable differences were also noted. Specifically, the early intervention group had a higher number of days on ventilation and a higher percentage of cases with respiratory distress syndrome (RDS). Because of their clinical importance and potential relationship to developmental outcomes, five variables-ROP, RDS, Bronchiopulminary Dysplasia (BPD), Seizures, and Apnea-were incorporated into a Medical Problem Index (MPI) which was used as a covariate for subsequent group comparisons.
Procedures

Alternative Intervention Programs
Trie comparison for this study was of an early versus delayed intervention program. Intervention occurred in two phases. During Phase 1, the subjects assigned to the early intervention group received a sensorimotor intervention beginning when the infants were 3 months adjusted age, and the delayed intervention group received the routine medical follow-up services available to the community in general. In Phase 2, which began for all subjects at 12 months adjusted age, all infants received home intervention services with a broad early childhood development focus, with sensorimotor services added as needed.
During both the early and delayed phases of the intervention project, the types of intervention services received were based on the Curriculum and Monitoring System (CAMS; Casto, 1979) . CAMS is an early intervention curriculum system designed to meet the educational needs of young children with disabilities served by the Multi-Agency Project for Preschoolers (MAPPS). The project collected data attesting to the efficacy of the program and was validated as an exemplary program for national dissemination by the Joint Dissemination Review Panel (JDRP) of the U. S. Department of Education. It was revalidated in 1985 and 1992.
Sensorimotor Intervention {Early Intervention Group Only)
Between 3 and 12 months corrected age, subjects in the early intervention group were scheduled for twice-monthly 1-hour sessions with the physical therapist. The therapist worked with the infant and parents using the Motor Program of the CAMS (Casto, 1979) . First, a placement test was administered in the motor skills domain to determine which objectives should be offered to the child. Second, curriculum books were provided with developmentally sequenced objectives and activities for assisting in a child's gross and fine motor development for ages birth to 5 years of age. Each child's program was individualized.
A typical intervention session was conducted by a therapist who worked with the child, with the parent present. The physical therapist also instructed the parent on exercises that the child could do at home, and the parent practiced and demonstrated competence on the exercises before beginning home intervention. The parents were requested to work with the child at home for at least 20 minutes per day, 5 days per week, on techniques they learned in the intervention sessions. The physical therapist telephoned the parent on weeks they did not meet to answer questions and provide guidance on implementation of intervention techniques. Attendance and progress were monitored on an ongoing basis by the physical therapist's progress notes, and the motor program placement test checklists were updated as goals were met.
Phase 2 Intervention (All Subjects)
At 12 months corrected age, all subjects in the early and delayed intervention groups began expanded intervention programs utilizing all five domains of the CAMS programs. A child development specialist administered the CAMS placement tests, determined developmental levels, and worked with parents to set appropriate goals for intervention in each domain. All subjects were given placement tests in motor, social-emotional, self-help, receptive language, and expressive language domains and then participated in an expanded intervention program, which included weekly contacts with an infant specialist. The Interventionist and family then collaborated on an Individualized Family Service Plan (IFSP) that prioritized the areas to be addressed in intervention, including family service needs presenting obstacles to families as they attempted to facilitate their youngsters' developmental progress. The interventionist alternated twice monthly home visits with telephone contacts and encouraged parents to attend monthly center-based sessions for parent-child dyads, as well as siblings.
If a child in the delayed intervention group was identified by the placement test as having a motor delay, he or she was referred to a physical therapist for motor intervention through the usual community or MUSC-based programs. Those children in the early intervention group who still required motor services after 12 months either continued meeting with the physical therapist or were referred on as above. If a child who received motor services in the early intervention group no longer required those services, those services were discontinued and Phase 2 home intervention was delivered based on the needs of the child.
The IFSPs that steered this phase of intervention were updated by mutual agreement of families and therapists every 6 months, or more often if there was a need. Especially after the child's second birthday, the IFSPs tended to include goals related to qualifying for and seeking funding for appropriate additional services. Children were transitioned out of the program between their second and third birthdays, depending on the availability of needed services and the lag time in the community's assessment and referral processes.
Cost of Alternative Interventions
The cost of delayed versus early intervention was determined using the "ingredients" approach described by Levin (1983) . The numbers in Table III were based on actual expenses for each, including personnel, space, equipment, supplies, and volunteer time. Expenses associated with the research components of the project were specifically excluded so that estimates could mirror "real world" clinical costs as accurately as possible. Still, it is important to note that the cost estimate for clinical services delivered out of a large Medical University Hospital might not be identical to the clinical cost of delivering those services out of an outpatient program with no training or research commitments.
The cost per child for the early intervention group represented the accumulated costs of intervention from October 1986 to October 1988. For early intervention participants the total program cost was for 2 years (from 3 months AA to 27 months AA) and two phases of intervention as outlined under the intervention program description. The cost per child for the delayed intervention group represented the cost for services from the date these children turned 12 months of age To arrive at the cost per child, total program costs were determined for each group and divided by the number of children in the group: In Year 1, the total number of children receiving intervention was 24; in Year 2, 38 children (both treatment and control) were receiving services. As illustrated in Table 111 , program costs included direct service and program and university administration, occupancy, equipment, transportation, materials and supplies, and telephone used for the respective groups.
Direct service personnel costs included wages and benefits for the physical therapist and the interventionists. Each of these were prorated according to actual time spent on intervention-related activities. Program administrative costs included the prorated salaries and benefits for the psychologist, coordinator, interventionist, and secretary according to their time spend on administrative duties for the intervention only. Research costs in all resource categories were excluded. The hospital's administrative cost was based on the Medical University's indirect rate for general, departmental, and sponsored projects administration (24%). This figure was provided by the hospital administration as the best estimate of their clinical administrative costs. Occupancy charges were calculated based on the University's rate per square foot for office space, utilities, maintenance, and insurance prorated according to program usage. Equipment costs included the cost of office furniture and intervention equipment. These costs were based on market replacement values for each item which are annualized at a rate that accounts for interest and depreciation and prorated according to program usage to determine the annual equipment cost. Agency transportation cost for home visits were calculated at $0.21 per mile based on actual mileage. In addition, the project reimbursed several parents for bringing their child to the center for physical therapy treatments in Year 1.
Because the program relied heavily on parent participation for both home visits and conducting intervention with their own child in the home, the opportunity cost of parent time was also included. These costs are presented as "contributed resources" in Table III . Parent time included time spent in (a) center and home visit sessions with either the physical therapist or the interventionist; and (b) intervention activities recommended by the program for each parent and child at home. Parents spent an average of 121.2 hours per year in session with professionals and conducting intervention activities at home. Parent time was assigned the value of $9 per hour based on the average hourly earnings plus benefits for full-time work for women in the United States.
Thus, for children entering the program at 3 months AA and receiving 2 years of individualized intervention from both professionals and their professionally trained parents, the undiscounted cost of the program was $9,931 per child, whereas for children entering the program later (at 12 months) the undiscounted cost was $4,522 including the value of parent time. The cost per child for intervention in Year 2 was less than Year 1 because of the greater emphasis on physical therapy in Year 1, which costs more than services from the educationally trained interventionists who picked children up in Year 2.
Evaluation Protocol
Trained examiners blind to intervention condition evaluated study participants and their families at 3 months AA as a "pretreatment" measure. Subsequent reassessments occurred at 12 months AA, 24 months AA, 36 months chronological age (CA), 54 months CA, 66 months CA, 78 months CA, 90 months CA, and 102 months CA. As some of the subjects were not bom until 1988, they were not old enough to complete all reassessments before the termination of data collection in July of 1995.
For this report, subtest scores and developmental quotients were generated from a variety of age-appropriate measures to reflect development at Years 1,3, 5, and 7 in six key domains: General Development (IQ), Communication (Ver-bal), Perceptual/Motor (Nonverbal), Adaptive, Social, and Behavior (in early years this was temperament or child-related stress). The specific instruments employed are briefly described below.
Battelle Developmental Inventory. The BDI (Newborg, Stock, Wneck, Guidubaldi, & Svinicki, 1994 ) is a norm-referenced test of developmental functioning completed through administration of items to the child in combination with parent report. At Reassessments 1, 3, and 5, the overall developmental age from the Battelle was divided by the age tested (adjusted for prematurity in first year only) to represent an overall developmental quotient. Similar quotients constructed from age-equivalent subtest scores at Reassessments 1,3, and 5 represented functioning in these domains: Communication Total-verbal; Motor Total-nonverbal; Adaptive Total-adaptive; Personal Social-social.
Stanford-Binet, Fourth Edition. The Binet IV (Thomdike, Hagen, & Sattler, 1986 ) was administered as a second standardized, norm-referenced measure of intellectual ability at Reassessment 5. The following scores were used to reflect each domain: Composite IQ-overall 1Q; Verbal Reasoning SAS-verbal; Quantitative and Visual-Spatial-nonverbal.
Scales of Independent Behavior. The SIB (Bruininks, Woodcock, Weatherman, & Hill, 1984 ) is a norm-referenced test which assesses the functional independence and adaptive behavior of a child from parent interview. The SIB was administered at Reassessment 7 as a measure of functioning in Motor Skills, Social and Communication Skills, Personal Living Skills, and Community Living Skills. Broad Independence is represented by the SIB total score. In this study Social and Communication Skills reflected functioning in the social domain and the Broad Independence score represented the adaptive domain.
Woodcock-Johnson Test of Achievement-Revised. The WJ-R (Woodcock & Johnson, 1989 ) is a norm-referenced test of achievement which was used at Reassessment 7 to measure six aspects of scholastic achievement: Letter-Word Identification, Applied Problems, Dictation, Science, Social Studies, and Humanities. The following scores were used to reflect each domain: Broad Knowledge-overall 1Q; Dictation-verbal; and Skills-nonverbal.
Social Skills Rating System-Parent Form. The PSSRS (Gresham & Elliot, 1990) measures the parent estimate of the child's social skills (control, assertion, self-control, and responsibility) and problem behaviors (externalizing, internalizing, and hyperactivity). In this study the measure of Total Social Skills was used to represent the social domain.
Parent Stress Index. The PS1 (Abidin, 1983) assesses parent perception of stress on the parent-child system. Scores were used at Reassessments 1,3, and 5 to measure Child-related Factors and Parent Factors. The scores for Child-related Factors in this study represented functioning in the behavior domain.
Parent Stress Index Short Form. The PSI-SH (Abidin, 1990 ) is a 36-item version of the PS1 which was used at Reassessment 7 to provide measures of Parent Distress, Parent-Child Dysfunctional Interaction, and Difficult Child. In this study the Difficult Child measure reflected functioning in the behavior domain.
The Child Behavior Checklist. The CBCL (Achenbach & Edelbrock, 1987 ) is designed to obtain standardized data on children's social competencies and internalizing and externalizing behavioral problems as reported by their parents. Administration of the CBCL at Reassessments 5 and 7 yielded the following measures: Withdrawn, Somatic Complaints, Anxious/Depressed, Social Problems, Thought Problems, Attention Problems, Delinquent Behavior, and Aggressive Behavior. In this study the Internalizing and Externalizing measures for Reassessments 5 and 7 represented functioning in the behavior domain.
RESULTS
Age-at-Start Comparisons
The hypothesis that earlier intervention (beginning at 3 months AA) would lead to enhanced developmental progress compared to delayed intervention (beginning at 12 months AA) was tested annually by direct comparisons between scores of youngsters in the experimental and control groups. In all analyses, MPI scores (1 point each for RDS, BPD, Apnea, Seizures, and ROP) were employed as covariates in an effort to diminish the influence of coincidental pretreatment differences favoring the delayed intervention subjects. As elaborated elsewhere (Saylor, 19%) , there were no significant differences between age-of-start groups on any of the measures of child outcomes at any of the intervals assessed, except that developmental differences favoring the delayed group emerged on the Stanford Binet-IV at Year 5, but disappeared by Year 7. Although both groups received some sort of early intervention, there was no measurable differences between those who received sensorimotor intervention in the first year and broader developmental intervention in the second year and those who did not begin intervention until after their first birthdays.
Additional analyses were conducted to examine potential sources of spurious or confounding variance. As noted, gender (theoretically and empirically tied to developmental outcomes in some samples) was not evenly distributed in the present samples, with significantly more boys assigned to the early intervention group. T tests documented that in this sample boys did not differ from girls on any of the outcomes (p > .05), so no further attention was given to this issue statistically. A second consideration was whether the final sample at Reassessment 7 was truly representative of the full sample. T tests revealed that those who remained in follow-up at Age 7 had older mothers than those who dropped out, t (67) = -1.96, p < .05, and reported more total parenting stress in the first year, t (58) = -2.57, p < .01. However the "kept" versus "lost" samples did not vary on any other demographic or developmental variables in the earlier years. Since the variables that did distinguish the groups were not correlated with future outcomes, no further examination of this issue was conducted statistically.
Predictors of Developmental Outcomes
Stepwise Multiple Regression analyses were conducted to determine what in fact the predictors of developmental outcomes were for this medically fragile, culturally diverse, sample of early intervention participants. Developmental outcomes where examined in six domains: overall development (IQ), language (Verbal), perceptual/motor (Nonverbal), adaptive, social, and behavioral. Mother Education (years of formal school) and marital status (married vs. unmarried) were chosen to represent a cluster of demographic factors that were significantly intercorrelated, including income, maternal IQ, and ethnicity. They were selected because they could be measured and reported in valid, objective terms, and because they were not significantly correlated with one another in this sample, even though they each correlated with the other factors above. The MPI score served as a global measure of medical problems experienced at birth. The fourth potential predictor was experimental group, or age at which intervention was begun. Table IV summarizes the correlations observed between potential predictors and each of the six developmental domains at each age. In the first two assessment periods (Years 1 and 3), maternal education was a significant predictor of all domains of child development, except behavior. Medical Problem Index score predicted motor development in Year 1 but not beyond. On the Child-related stress factor of the PSI, single parents described their children as being more difficult. In the later years, 5 and 7, medical problems reemerged as a significant predictor of overall IQ as well as verbal IQ. Mother education predicted dictation (verbal achievement) scores as well as adaptive behavior. None of the predictors correlated with behavior problem or parenting stress scores at these same ages.
DISCUSSION
Although it appeared to be more costly to begin intervention with sensorimotor intervention in the first year, there were no measurable differences between experimental groups based on age of start. It is important in considering this finding to note that all subjects were in broad, developmentally based intervention with an early childhood development specialist by 12 months A A. It is possible that the contrast between the experimental and control groups was not sufficient to create a difference. Guralnick (1993) in fact raised this same issue regarding the similar method of Boyce et al. (1993) . On the other hand, the finding is consistent with earlier studies showing no measurable benefits to early physical therapy with other high-risk populations (Goodman et al., 1985; Palmer et al., 1988) . Furthermore, the cost estimates underscore an economic difference that is particularly compelling if there is no measurable clinical difference.
The choice of sensorimotor intervention for the first 9 months reflected, and still reflects, realities of the health care delivery system. Although children who started with "early" sensorimotor intervention went on to have the more comprehensive, IFSP-driven services offered to both groups after the first birthday, it is important to note that the earlier intervention targeting the motor area did not yield positive outcomes on its own. The VLBW population with IVH is known to have a high rate of problems in the motor area (Hack et al., 1995; Saylor et al., 1989) , and in general early motor development must be progressing before other areas of function (e.g., cognition, visual-motor integration) can fully develop. Thus, it might be considered part of "best practice" to initiate early physical therapy referrals for this population. Furthermore, while there is increasing clinical and academic interest in less directive therapies that stress, for example, parent-child interaction, the increasingly restrictive health insurance market is currently more likely to reimburse for physical therapy than less directive therapies stressing cognition, language, and social relationships or to limit coverage to one provider in one discipline. This study raises the concern that sensorimotor intervention in the first year without accompanying therapies focusing on broader support and interaction issues may not be cost-effective. A little intervention, like a little knowledge, may be a dangerous thing.
It must be stressed that the present findings may only apply to the present population, which was more medically involved than many LBW populations studied, was more socioeconomically diverse than the sample studied by Boyce et al. (1993) , and was still at risk, not known to be "handicapped" at birth. Anecdotally, one mother of a medically fragile youngster with IVH (not a study participant) remarked that she found the involvement of interventionists in her life, schedule, and home in the first year to be intrusive. She felt like she could not really begin to get acquainted with her child until after he was medically stable and discharged from the N1CU. She said she would have preferred a time for her family to stabilize and get to know their child better before "outsiders" entered the picture with activities and exercises to do. It is plain that a "one size fits all" approach to intervention is not a complete answer, especially in considering the evolving population of medically fragile premature infants.
Regardless of age at start, long-term developmental outcomes were better for infants who had fewer medical complications at birth and infants whose mothers were better educated. These medical findings support the importance of investing in medical advances such as surfactants which have greatly reduced the rate of complications in VLBW infants in the time this study was conducted.
The strong predictive power of maternal education is a more troubling and complex issue. Duncan, Brooks-Gunn, and Klebanov (1994) reviewed the relationship between economic deprivation, education, and development in depth. In this sample and others, mother education coincided with other variables such as mother IQ, father education, and household income, and lower educational levels were overrepresented in the non-Caucasian ethnic groups. In short, this finding ties to the larger issue of poverty and its interaction with medical or biological factors. Aylward (1992) examined the complexities of environmental and biological risk in several high-risk populations including infants with IVH and VLBW. The relationship between maternal education and developmental outcomes at 12-36 months is consistent with his observation that the influence of parent education and other environmental variables becomes apparent during this period when language and concept formation typically emerge. Our Year 5 findings also parallel Alyward's observation that biological factors may continue to demonstrate influence or even reemerge as influential factors in later years, with both environmental and biological factors coinciding with long-term developmental outcomes. Parameters of early intervention need to be further examined with infants with both medical and socioeconomic disadvantage. It appears that in spite of intervention consistent with the level and type currently delivered nationally, the children with poorly educated, low SES made fewer gains.
There is consensus in the field of early intervention with LBW infants that more research is needed as to which interventions work for whom, and under what conditions (e.g., Brooks-Gunn, Gross, Kraemer, Spiker, & Shapiro, 1992) . However, as White (1993) noted, the pursuit of answers to these questions may create tensions between those parts of us whose emphasis is on unbiased empirical examination of the issues and those parts of us whose emphasis is on advocacy. The kind of controlled, longitudinal study reported here is, unfortunately, the most constructive approach we can take to develop a database that ultimately can be used to undergird policy advocacy. Without hard data, including cost data, we have no ammunition with which to fight the tide of cuts and attacks on health care and educational systems. These data demonstrate that more funded research and perhaps more heavily funded (more intensive) intervention are needed if we are to truly make a difference for families of medically fragile premature infants from diverse socioeconomic backgrounds.
